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| Based on rer ord review, the facility failed to

INlTIAL COM AENTS

A licensure si rvey was conducted from
November 26 2007 through November 29, 2007.
The survey w s initiated using the full survey
process. A r: nclom sample of two residents were
selected frorr a population of four females with
various degre s of disabilities.

The findings - f the survey were based on
observations it the home, interviews with clients
and staff, anc the review of records, including
incidant repo ts. The outcome of the survey
revealed that thz facility failed to be in compliance

with the Cone ition of Participation in Active
Treatment.

3502.2(c) ME Al. SERVICE / DINING AREAS

Modified diet : ghall be as follows:;

(c) Reviewec at least quarterly by a dietitian.

This Statute is not met as evidenced by:

ensure that « ne of the three residents with
modified die' ; had been reviewed at least
quarterly by 1€ consulting dietitian.

The findings ne:lude:

Review of R sident #1's medical records on
November 2 *, 2007, failed to show evidence that
the resident’ . modified diet had been
assessed/re iewed by the dietitian at least every
three month . The most recent quarterly nutrition

review for R sident #1 had been documented on
August 8, 2( J7.

| 000

1043

- . R e =

The clicnt’s dict will be reviewed by 11¢ / /
registered dictitin, | 1/ 340§
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Continued Fre m page 1
3502.16 MEA . SERVICE / DINING AREAS

A review and :oasultation by a dietitian or
nutritionist sh Il be conducted at least quarterly to
ensure that e ch resident who has been
prescribed a 1 1cdified diet receives adequate
nutrition acca ding to his or her Individual
Habilitation P ar.

This Statute s not met as evidenced by:
Based on rec rd review, the facility failed to
ensure that ¢ e of the three residents with
modified diet had been reviewed at least
quarterly by t 1e consulting dietitian.

The findings nclude:

Review of Re¢ sident #1's medical records on
November 2, 2007, failed to show evidence that
the resident: modified diet had been
assessed/rer iewed by the dietitian at least every
three months . ‘The most recent quarterly nutrition
review for Re sident #1 had been documented on
August 8, 20 17.

3503.10 BEl R2OMS AND BATHROOMS

Each bathra m that is used by residents shall be
equipped wii 1 toilet tissue, a paper towel and cup
dispenser, s ap for hand washing, a mirror and
adequate lig ting.

This Statute is not met as evidenced by:

Based on ot servation, the GHMRP failed to
properly equ p each bathroom with the
appropriate  arns to meet each resident's needs.

The finding 1 1cludes:

1 058
1058

1082

The Residential Director (RD) will cnst re that -
soap and paper wels are always availy ble in the'
bathroom. The RD will ensure that 4 1 itror is
available in the bathroom

1/3/e
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On Naovember 29, 2007, at approximately 11:00

AM, no soap 1 hand washing, paper towels or

mirror were a ailable in the first bathroom in the
hallway far re: idzsnts and staff usage use.

3504.6 HOUS ZHEEPING

Each poison i nd caustic agent shall be stored in
a lacked cabil el and shall be out of direct reach
of each resid nt.

This Statute 3 ot met as evidenced by:
Observation : nd interview revealed that the
GHMRP faile | to ensure that caustic agents were
stored in the acd preparation and serviced area.

The finding ir zludes:

During the er vironmental inspection on .
Navember 2¢ , 2007 at approximately 11:00 AM,
caustic agen 3 were observed stored in a food
preparation z "ea in a cabinet underneath the
kitchen sink.

3504.7 HOU ;EKEEPING

No poisonou ; ¢r hazardous agent shall be stored
in a food pre »a-ation, storage or serving area.

This Statute is not met as evidenced by:
Observation and interview revealed that the
GHMRP fail d fo ensure that caustic agenis were
not stored in th2 food preparation and serviced
area

The finding i 1w¢.udes:

| 082

1095

stored in the food preparation arca.

1 096

Sce response above-

The RD will cnsure that canstic agems an not

1/3/s3
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Each GHMRF shall conduct simulated fire drills in
order to test t| e effectiveness of the plan at least
four (4) times 2 year for each shift.

This Statute 5 not met as evidenced by:
Based on inte view and record review the
GHMRP faile 1 ensure that each shift
conducted a1 re drill four times g year.

The finding in ludes:

Interview witr the Qualified Mental Retardation
Professional QVRP) and review of the staffing
pattern on N¢ vember 29, 2007 at approximately
12:30 PM ren ialed the scheduled shifts are as
follows:

Weekdays

1st Shift 7 AM o 3 PM
2nd Shift3 P 10 11 PM
3rd5 Shit11 F Mto 7 AM

Weekends

1st7 AM to 7 PM
2nd 7 PM tO 'A_LM

Fu:rther inter iew with the QMRP revealed that
the staff was required to conduct a drill once per
month on ea *h shift. Review of the fire drill log

The move to the facility fook place in Jun: 2007,
The QMREP and RD will ensure that firc d 1lls

take place as scheduled guarterly on all sh'fts, and
that the drills are properly documented in he log.

CARECO 11 WASHINGTON, DC 20002
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1096 | Continued Fre n page 3 | 096
During the en ironmental inspection on '
November 29, 2007 at approximately 11:00 AM, !
caustic agent: were observed stored in a foad
preparation ar :a in a cabinet underneath the
kitchen.
1136 3505.5 FIRE ! AFETY 1135
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Continued Frc m page 4

book revealec trat the facility failed to hold fire
evacuation dr Is since their move into the facility
(April 2007). ‘hzre was no evidence that fire
drills were col ducted quarterly on all shifts.

3507.4(e) PO IGIES AND PROCEDURES

The manual £ 1all incorporate policies and
procedures ft - 2t least the following:

(&) Personnel which covers job descriptions and
qualifications, staff/resident ratios, training and
staff developr 1ent, health inventary;

This Statute s not met as evidenced by:

Based on rev 2w of records the Group Home for
Mentally Retz ‘died Persons (GHMRP) failed to
ensure that tt 2ir Palicies and Procedures' Manual
included a pu cyf to address personnel, job
descriptions ¢ nd qualifications, stafi/resident
ratios, trainini and staff development, and health
inventory.

The finding ir :ludes:

Review of the pnlicies and procedures on
November 2¢ 2007, failed to provide evidence of
a policy that ; ddressed personnel, job
descriptions ¢ nd qualifications, staff/resident
ratios, trainin.  end staff development, and health
inveniory.

3509.3 PERS DINNEL POLICIES

Each supervi :oi‘-' shall discuss the contents of job
descriptions ' 7ith each employee at the beginning
employment. inid at least annually thereafter,

1136

1167

1203

The job descriptions will be reviewed w thhe
staff annually. Those who were not revi :wed

timely will bo completed.
’ J5)of
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This Statute i: riot met as evidenced by: :
Based on rec i review, the GHMRP failed to :
provide evidel. ce: that the supervisor discussed !
the contents «  jub descriptions with each
employee at t & beginning of their employment ,
and annually | 'ereafter.
The finding in fudes: !
Review of the personnel files on November 29,
2007 failed to provide evidence that five direct
care staff (#8 #0, #10, #13 and #14) job
descriptions | ac' been reviewed.
| 208 3509.6 PERS JNNEL PQLICIES 1 206 - C _
i : The Human Resources Director will ensw = that
Each employi e, prior to employment and ctaff and consultants have current health

certification tt at a health inventory has been
performed an 1 that the employee ' s heaith status
would allow h m or her to perform the required
duties. _ '

annually there after, shall provide a physician ' s certificates signed by a physician on file. /Z? /éy

| This Statute s ot met as evidenced by:
Based on inte r'views and record review, the
facility falled 1 3 gchieve compliance with State
requlations p rtaining to health (22 DCMR
Chapter 35, ¢ ection 3509.6).

The finding ir sludes:

The State rec ulatory agency conducted a review
of personnel edords on November 29, 2007, at
which time th sre: was no evidence that six direct
care staff (St ff #3, #9, #10, #11, #13, and #14),
aone medicati n nurse (Nurse #2), Podiatrist,
Speech Path lcgist and Occupational Therapist
Health Regulation Administrat in. .
STATE FORM : ooss UKU411 If;cuntinuation sheat B of 14
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Each fraining. »ripgram shall include, but not be
limited to, the folawing:

(a) Overview if mental retardation including, but
not [imited to, de/finition, causes of mental
retardation, a sociated health implications, and
frequently usi d medications, the history of care
of individuals with mental retardation, and daily
living skills; '

This Statute s ot met as evidenced by:

Based on ob: zrization, staff interview and record
review, the G {NIRP failed to ensure effective
training was | ravide to each staff.

The finding ir Jude:
Review of the training records on November 29,

2007, reveale 1 ihat the GHMRP failed to provide
training in ov« rview of mental retardation.

3510.5(b) ST AFF TRAINING

Each training prpgram shall include, but not be
limited to, the fcllowing:

(b) Human di ve'fulopment through the life cycle
(birth to deatl );

This Statute s not met as evidenced by:
Based on rec 3nd review, the GHMRP fziled to
ensure effec! ve training was provide to each
staff.

The finding il clades:

1225

The QMRP will providc training to staffn an
Overview of Mental Retardation.

The QMRP will provide training to stafl on
Human Dev¢lopment,
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1206 | Continued Frc m page 6 1206
had current hv alth cerificates.
| 224/ 3510.5(a) ST, FF TRAINING 1224 -|-- - ..

‘. //5‘/62
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Continued Frc "niipage 7

Review of the trziﬁning records on November 28,
2007 revealec thiat the GHMRP failed to provide
training In Hul 12n Development.

3510.5(d) ST, FF TRAINING

Each training, jriygram shall include, but not be
limited to, the following:

(c) Infection ¢ nirol for staff and residents;

This Statute ' 3 xilot met as evidenced by:

3510.5(e) ST. \F:]F TRAINING

Each training, Jrngram shall include, but not be
limited to, the Eo|low1ng

(e) ReSIdent ] .|'1ghts;

This Statute s ot met as evidenced by:
Based on rec wt| review, the GHMRP failed to
ensure effect .'altralnlng was provide to each
staff.

The finding ir siides:

Review of the training records on November 29,
2007 reveale | that the GHMRP failed to provide
training in Re siclent's Rights.

il
3510.5(f) ST, FiF TRAINING

Each training priogram shall include, but not be
limited to, the fc!llowing:

1 225

1227

1228

| 229

“The KN Supetvisor will provide training 13 staff
on infection control.

The QMRP will provide training o stafl on
Re51dent’ 5 Rights. '

Thz QMRE will providc training to staff op each
resident’ s nceds in behavior supportb. as nstwc

technolagy and sexuality.

/ /5 /Of

//5 /05/

) [s/of
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rlanning and implementation;
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vation, interview and record
ty failed to ensure that each

or her dutieg =ff
competently.

ectively, efficiently, and

The finding Il clides:

|
The facility T iled to ensure-that staif was capable
of demonstrz Lirlg understanding of Clients #1 and
#2 need for, ctjive Habilitation and their Iindividual

Support Plar s |
|

ISP). (See W196 and W249)
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1229 | Continued Frc m|page 8 | 229 |
(f) Specialty & ens related to the GHMRP and the |
residents io b : sjerved including, but not limited
to, behavior n arlagement, sexuality, nutrition, !
recreation, to al-communications, and assistive
technologies; :
This Statute 3 ijot met as evidenced by: '
Based on rev avr of training documents, the
GHMRP faile | tp provide evidence to validate ;
staff training 1 s |ndicated by residents' need.
The finding ir sli|des:
Review of the trining records on November 9, |
2007, the GE VIIRP failed to provide training on |
behavior mar agement, assistive technologies J
and sexuality | ;
1 230 3510.5(g) ST \FF TRAINING 1230

Habilitation. -

“The QMRP will ensure that staff are trai :Eed on
clients” individual Support Plans and A« tve

//3 /&5/
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Continued Fr¢ nijpage 9

3510.5(i) STA *F| TRAINING

Each training] e gram shall include, but not be

limited to, the' ol

owing:

(i) Training of he residents in the maintenance of
oral healih an | klygiene.

This Statute
Based on re¢ ¢
ensure effecti e
staff, }

The finding in :lv

Review of the tri
2007 revealer tl
training in ore h

3514.2 RESI E

Each record : hz
signed by eat h.

This Statute s
Based on rec i
ensure each et
signed by the in

"3 rjot met as evidenced by:

review, the GHMRP failed to
training was provide to each

des:

aining records on Navember 29,
at the GHMRP failed to provide
zalth and hygiene.

NT RECORDS

ll be kept current, dated, and
ndividual who makes an entry.

1ot met as evidenced by:

| review the GHMRP failed to
idents records were dated and
dividual completing the protocol.
|

The finding ir :liitdes:

See Federal Jeficiency Report - Citation W114

3521.1 HABI I

Each GHMR * ¢
training to its re
and maintain th
more effectiv aly

ATION AND TRAINING

hall provide habilitation and
sidents to enable them to acquire
hse life skills needed to cope
with the demands of their

1232

1 232

1291

1420

The QMRP will ensurc that the staff are t amcd

on health and hygiene.

See response 1o foderal deficiency Wil

See response o Jederal deficiency W22 L

/‘/5/05/

) a5

//5/4’
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environments. in
of physical, m n’

This Statute i . r
Based on obs n
review,. the Gl M
and training w 1s
would enable he
skills needed 21
demands of t 2il
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Individual Hat i{ation Plan, which is updated
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The habilitatid 1 :Ilnd fraining of residents by the

GHMRP shall nclude, when appropriate, but not

be limited {o, 1 1@ following areas:

(g) Communic ztion (including language
development : ni usage, signing, use of the
telephone, let :riwriting, and availability and
utllization of ¢ mmunications media, such as

boaoks, newsp pers, magazines, radio, television,

telephone, an | slich specialized equipment as
may be requir d|;

This Statute 1 i riot met as evidenced by:

Based on obs :niation, staff interview and record
review, the fa ility failed to provide habilitation
and training f r two of the two residents included
in the sample (Residents #1 and #2)

The finding in dudes:

See Federal [ eficiency Report - Citations W196

3523.1 RESIL ENT'S RIGHTS

Each GHMRF r5|~51dence director shall ensure
that the rights of residents are observed and

protected in € ;¢idrdance with D.C. Law 2-137, this

chapter, and thxer applicable District and federal
lzaws,

This Statute s fiot met as evidenced by:
Based on obs :rv/ation, interview and record
review, the G INIRP failed to ensure the
protections of eéqch clients rights.

The finding in :ILf!des:
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W 000 | INITIAL CON VENTS W 000

A monitoring “isit was conducted from November
26, 2007 thro igh November 29, 2007. The
survey was in tisted using the full survey process.
A random sar ple of two clients were selected
from a popule jan of four females with various
degrees of dit abilities.

The findings « fthe survey were based on
observations it the home, interviews with ¢lients
and staff, and the review of records, including
incident repor 5. The outcome of the survey
revealed that he facility failed to be in compliance
with the Cand licn of Participation in Active
Treatment.

W 114 | 483.410(¢)(4) CLIENT RECORDS W 114
Any individual wiio makes an entry in a client's The QMRP will cusure that the ssscssmei it is /
record must n ake it legibly, date it, and sign it. signed by the clinician who completed it 7 5/0’5/

This STANDA D) is not met as evidenced by:
Based on inte view and record review, the facility
failed to ensur 2 {hat all personnel making entries
into the client: records were signed for one of the
two clients in i 1e sample. (Client #1)

The finding in ludes:

During the ent ance conference on November 26,
2007 at 4:10 F M, the direct care staff indicated
that Client #1 * &5 one to one support services.
Review of the slient's psychology assessment
dated July 1, 207 revealed that the assessment
was not signen by the person completing the
assessment,

W 124 483.420(2)(2) *FOTECTION OF CLIENTS W 124
RIGHTS

LABORATCRY DIRECTOR'S OR | ICVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiancy statement endin; with an asterisk (*) denotes a deficlency which the instltution may be excused from correcting providing it is determined that
other safeguards pravide suffick nt protection to the palients. (See instructions.) Except for nursing homes, the findihgs stated above ar: disclosable 90 days
following the date of survey whe her or not a plan of eorrection is provided. For nursing hemes, the above findings and plans of correctt n are disclosable 14
days following the date these d¢ :uinents are made available to the facility. If deflciancies are cited, an approved plan of correction is reuisite te continued
pragram participatlan,
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The facility m st ensure the rights of all clients.
Therefora the Faxility must inform each client,
parent (if the « lient is a minor), or legal guardian,
of the client's nedical condition, developmental
and behavior Il status, attendant risks of
treatment, an ¢f the right to refuse treatment.

This STANDZ ) is not met as evidenced by:
Based on obs :nration, staff interview, and record
review, the fa llity failed to establish a system that
would ensure liants that were informed of their
tisks and ben: fits of their medication for two of
the two cliente in the sample, (Client #1 and
Client #2)

The findings i ¢l ade:

1. Client #1\ ay observed during the morning
medication pz is an November 26, 2007 at 6:05
PM and was z iministered Buspar 15 mag,
Seraquel 100 ng and Depakote 500 mg.
Interview with he Licensed Practical Nyrse (LPN)
on November 26, 2007 at approximately 6:40 PM
revealed that « lient was prescribed these
medications fc r hehavioral management. Review
af Client #1's c urrent physician's orders revealed
that the client vas prescribed the aforementioned
medications, t vice a day. Further interview with
the LPN revez el that the medications were
incorporated ir to the client Behavior Support
Plan (BSP) da ecl February 2, 2007 to address
targeted beha iors that included property
destruction, di. rebing, physical aggression,
inappropriate t wching self-injurious behaviors
and enuresis,

Interview with he: Qualified Mental Retardation

CAREGO 11
WASHINGTON, DC 20002
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DEFICIENCY)
W 124 Continued Fr. m page 1 W 124

1. The QMRP will ensure that the client’s p.other
provides written informed consent. per the
District’s Health Care Decisions Act for the rapies
in place to assist the client to maunage her
behaviors.

’ /5/4;)
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Professional { AMRP) on Novernber 27, 2007 at
approximately 9:30 AM revealed that Client #1's
mother is ven involved in his life but are not the
client's legal ¢ Jzrdians. Review of the client's,
psychological assessment on November 27, 2007
at approximat !ly 1:21 PM revealed that the client
does not have the ability to make decisions on his
behalf regardi 1g habilitation planning, residential
placement, fir ances, treatment and medical
matters. Ther wras no documented evidence that
the facility obt iined consent from Client #2's
mother of the 1ealth benefits and risks of
treatment ass ciated with the use of his
psychotropic 1 1edications and corresponding
BSP. Additior ally, the facility failed to provide
evidence that iusstituted consent had been
obtained from a legally recognized individual or
entity.

2. Client#2 w: s nbserved during the evening /
medication pa is on November 26, 2007 at 2. Sec response 10 #1 above. 11368
approximately 5:25 PM and was administered
Paxil 30 mgq, z /prexa 10 mq, and Trazodone 50
mg. Review of the client #2's current physician's
orders reveale 1 ihat the client was prescribed the
aforementione 1 medication and Zyprexa twice a
day. Interview with the LPN on Navember 26,
2007 at appro; imiately 6:40 PM revealed that
Client'#2 was rescribed these medications for
behavioral ma 1agement. Further interview with
the LPN revez ed that the medications were
incorporated it to Client #2's BSP dated March 30,
2007 to addre: s targeted behaviors that included
disrobing and nasturbation, screaming/erying,
physical aggre ;s on, property destruction, and
self-injurious t shaviors.

Interview with ¢ QMRP on November 26, 2007
at approximate ly 9:30 AM revealed that Client

FORM CMS-25687({02-89) Previous Vi rgkins Obsolste Evant [D: UKU111 Facility ID: 09G171 If continua ion sheet Page 3 of 35
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#2's mother a \d sister are involved in his life but
are not the cli n"s legal guardians. Review of the
client #2's, ps ‘chological assessment on
November 27 207 at approximately 1:21 PM
revealed that he client does not have the ability
to make decis ons on his behalf regarding
habilitation plz nriing, residential placement, . -
finances, frea mant and medical matters. There
was no docun eited evidence that the facility
informed Clier t1£2's mother or sister of the health
benefits and r sks of treatment associated with
the use of his ssychotropic medications and
corresponding BSP. Additionally, the facility failad
to provide evir ence that substituted consent had
been obtainec from a legally recognized individual
or entity. :

3. The facility- ailed to obtain consent prior to the
use of seda?ii: 11or a medical appointrr':ents 3.2 Sec response to #1 above. //3'/0?
and/or to notif * the clients guardian the rigks and ' .-
benefits of tre trments for two of the two clients in
the sample. ( Jliant #2)

a. Review of / lient #2's physician orders on
November 28, 2007 at approximately 2:00 PM
revealed that: n July 16, 2007, the client received
Xanax 2 mg fc r ain EEG. :

During the enf ance conference on November 28,
2007 at 4:10 F M, the direct care staff indicated
that the client 1as family involvement.

W 130 483.420(a)(7) *FIOTECTION OF CLIENTS W 130
RIGHTS —_—
The QMRP will ensure that all staft are 13 acd—
The facility mu st ensure the rights of all clients. On privacy issues, and that they support cli mts to-
Therefore, the facility must ensure privacy during excrcise their rights to privacy and persona.
treatment and sare of personal needs. dignity. /Zg/af
FORM CMB5-2567(02-99) Previous V rsisns Obsolate Event ID; UKU111 Facility ID: 08G171 If continuz fion sheet Page 4 of 35
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This STANDZRD is not met as evidenced by:
Based on obs srvation, the facility failed to ensure
that clients we re provided privacy or taught to
exercise prive 3y throughout the day for one of the
four clients in he sample. (Clients #2 and #4) .

The findings i clude:

During obsen alions conducted throughout the
survay on Nov ernber 26, 2007, Client #2 was
observed not 1sing privacy, not encouraged or
taught to exer ise her right to privacy. The staff
failed to provi e privacy to clients and their
personal issu s.

On November 26, 2007, the following
opportunities * » feach privacy to clients was not _
initiated by the siaff at the facility.

a. At6:30 PNV Cilient #2 was sitting in the living
room and rerr ved her top. The direct care staff
and medicatic 1were discussing her afternoon
snack before | aceiving her medication.

b, At6:35 PN the medication nurse was
observed adm nistering Client #2 her in the
presence of ¢ \er clients and staff in the living
room.,

C. At6:45PM Client #2 stripped her pants below
the waist, whil : gitting in the living room, no staff
intervention ot served.

d. At6:52 PM direct care staff was abserved
piacing Client *:2 on the toilet The client sat on
the toilet with { \e bathroom door wide opened.
The direct are staff was observed going to the
clients bedroo 110 retrieve some clothes, The
direct care sta fvras not encouraged to close the

FORM CMS-2567(02-99) Previous V rsitng Obsolete Event [D: UKU111 Fagility ID; 09G171 If continua len sheet Page 5 of 35




01/03/2008 17:53 FAX 301 565 4541

DEPARTMENT OF HE ALTH AND HUMAN SERVICES
CENTERS FOR MEDI :ARE & MEDICAID SERVICES

STATEMENT

AND PLAN OF CORRECTION

CARECO

do21

FRINTED: 12/12/2007
FORM AFPPROVED

OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

‘09G171

(@) MULTIPLLE CONSTRUCTION
A. BUILDING

B. WING

CMB NO. 0938-0391

(2 3) DATE SURVEY
COMPLETED

11/29/2007

CARECOQ

NAME OF FROVIDER OR SUP| LIER

11

STREET ADDRESS, CITY, STATE, ZIP CODE
1701 24TH STREET, NE

WASHINGTON, DC 20002

(X4) ID
FREFIX
TAG

SUMMA Y STATEMENT OF DEFICIENGIES
(EACH DEF| IENCY MUST BE PRECEDED BY FULL
REGULATOR “CR LSC IDENTIFYING INFORMATION)

. D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTIGN
(EACH CORRECTIVE ACTION SHOULL) BE
CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

{Xa)
COMPLETION
DATE

W 130

W 137

W 140

RIGHTS

Continued Frc n page 5 _
bathroom doc * when she was in the bathroom.

€. At7:50 PN girect care staff was observed
giving Client # ¢ & bed bath with the bedroom door
wide opened.

483.420(a)(12 FROTECTION OF CLIENTS

The facility mt st ensure the rights of all clients.
Therefore, the facility must ensure that clients
have the right ¢ retain and use appropriate
personal poss 1ssions and clothing.

This STANDA RL! is not met as evidenced by:
Based on obs: rvatian, staff interview and record
review, the fac ity failed to ensure that clients
wore her awn e -sonal clothing for one of the faur
clients in the f: cility. (Client #3)

The finding int ucles:

On November 27, 2007 at approximately 9:40
AM, Client #3 /as observed with a pair of socks
that had the in iais of Client #2. During the
environmental nspection on November 30, 2007
at 10:30 AM, ¢ »servation of Client #3's dresser
drawers there hree pairs of socks with her initials
on them.

483.420(b)(1)( ) CLIENT FINANCES

The facility mu it astablish and maintain a system
that assures a ‘ull and complete accounting of
clients’ person I funds entrusted to the facility on
behalf of clienf :. '

This STANDA| .U is not met as evidenced by:
Based on staff nterview and record review, the

W 130

W 137

W 140

“The Residential Dirootor (RD) wil wain st S50

ensuré that peaple are ablc to usc their owr
personal possessions, and that staff check t» make
sure that they provide people wilh their ow 1
things.

The Director of Disability Services will en sure
that the QMRI® has copies of peoplc’s banl:
statements in their home.

fé/af

/g
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y rnaintain a system that assures a
2tz accounting of clients' personal

W 140

funds entrust: d to the facility on behalf of two of
the two client: ir the sample. (Clients #1 and #2)

The finding in judes:

In an attempt o review the financial records for
Clients #1 anc #2 on Novamber 27, 2007
revealed that here were no bank statements
available for r wview at the graup home, Interview
with the Quali ied Mental Retardation
Professional ({ 2MRP) on November 27, 2007
indicated that hea bank statements were located
in the main of ce and would be brought to the
facility for revi w. By the end of the survey, the
bank stateme.  were not made available for
review. |t sha ilc) be noted that the QMRP
indicated that he clients received their monthly
Social Securit ' Income (381).

483.430(a) QUALIFIED MENTAL
RETARDATIC N PROFESSIONAL

W 159

Each client's # ctive treatment program must be
integrated, co rclinated and monitored by a
qualified men al retardation professional.

This STANDA D is not met as evidencad by:
Based on obs 'nvation, interview and record
review the fac ity failed to ensure that each
client's active reatment program was
coordinated, i tegrated and monitored by the
Qualified Men 1l Retardation Professional
(QMRP).

The findings ir slude:

1. The facility' : QMRP failed to have client's legal

W 158

—_—— -

_'E'-I:he QMRP will invite the pea's?n’s gual lian or
family member via letor (o participatc m 11
anomal Tndividual Support Plan mecing.

s
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guardian or fz nily member paricipated in her.
annual Indivic 1al Support Plan (ISP) meeting.
[See W209] —_——
2. The!lfacility 5 AMRP failed to ensure that | 2. The QMRP winl schedule a psychiatric
clients who w: s receiving psychotropic Assessmeal for each person who is recsivir g
medications  :d a psychiatric assessment. [Sea psychotropic medications, /_5/ o5
w212 S
Iy Do —
3. The}:facility 5 LQMRP failed to ensure that an 3. The RN Supervisor will schedulo ml .
objectives wa developed to address self assessment to determine wl.\eﬂ'leweog Isﬂa:]r:wm |
medication tre ning program need as identified by candidates for slzﬁ?cc}lga;?; i, Jv@immc i
the intefdiscip nary team (IDT) in the review the el s ngif /5 /05/
comprehensi : sssessment. [Ses W227] complete and develop prog |
l _Hppmopriate. ‘
4. Thefacility s QMRP failed to provide 4. The QMRP will review each person’s B
continuous ac ive treatment, [See W249] objectives as identificd in the 1PP and revis : them / / f
[ . -8ppropriately. //3/0
5. The facility s QMRP failed to ensure that each _— —— : - ———
‘client's ll,ndivid fa Program Plan (IPP) objectives 5. The QMR'P.v_ﬂII retrain all stafl (o cosury that
are document «d cansistently and accurately. Erogram actlvities are accurately and consi tently /'/ 3/‘)’/
[See le 52] . documented. ~
4 The |T'acility, i QMRP failed to revise objectives 4. The QMRP ‘;‘"1" review all IPPs and revije / /0,?
identified in th - clients's IPP that had not been '+ | them appropriately. /13
achieved. [S¢ :\W257] J
W 195 483_44911 ACTF 'E TREATMENT SERVICES W 195 The Director of Disability Scrvices madc a
| . change in personne! to address Active Trez ment
The facility mu st ensure that specific active &nd any other concerus in the concems in 1
treatment sen ceis requirements are met. home. The now QMRP started on Novemt zr 28,

2007, and is assigned full time to the home
Addifiopally, a new Residential Director, who is
.I well experienced in acrive lrcatment and hy man

. ; ) ) ights, . SO
This CONDITI )M Is not met as evidenced by: Efmffiﬂdﬁ‘;‘aﬁ“&ﬂﬁgﬁsﬁg'e' ! tho
Based on obst rviation, interview and record

S " | a regulatory requirements, was hircd and beg n
review, the fac litv failed to ensure continuous work on Decembier 27, 2007, The home is Viso

active tr'leatme tservices (See W196 and W249); , staffed with a new RN Supcrvisor who star(=d in
the faciljty faile 110 ensure that clients were November 2007. The new toam will provids
;::rc;widelc,i| priva y ortaught to exercise privacy retraining to all facility staft on providing a1d
FORM CMS-2567(02-99) Pivious Vi “tions.Obsolete Event 1D: UKU111 Facility ID; 08G171 If continua fon sheet Page 8 of 35
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W 195 Contml.iled Fr wr page 8 W18 |o— . -
(See W130); he: facility failed to have client's exerelstng privacy and all aspects ot each
I | qihardi famil b rticipated i person’s ISP. The QMRP will ensure that peaple
&gal guardial ar family member participate In who are recciving psychotropic medicatiol s also
her anr:}ual In lividual _Support Plan (ISP) meeting received a psychiatric assessmeént. They v fll
(See W209):" he facility failed to ensure that ensure that the clicnts are properly assesse 1 for
clients tho W Is receiving psychotropic eligibility for self-medication; that famity
medications | acl a psychiatric assessment (See metnbers are properly notificd in writing o Fteam
W21 2)i3| the fz sility failed to ensure that an meetings and requested to aftend; and that all
objectives wa ; cleveloped to address self IPPs are m;l"‘"ﬂ‘d :3}’ CIICD:}‘PNWSS and ravised
ication tr: i rogra as | ifled b appropristely according to the person’s prc gress
-mec.“c (- t. .n ‘ng program ne.ed dentified y or lack o[ progress. The QMRP and RD il
the interdiscip inary team (IDT) in the : .
co ihensi s : sment (See W227); th ensure that all stall"arc trained on cach per on's
mpre A 23Sses e L ): e IPPs and BSP. and that staff docyment bot ) in
facility failed t 1 ensure that each client's Individual accordance with the protocols goverming erich, R /’ .
Program Plar (IP) objectives are documented I3y

consisténtly a d aceurately (See W252); and the
Qualified Mer al Retardation Professional
(QMRP) failec ta ensure each client's IPP was
revised'after t ie client failed to make progress
with the identi led objectives (See W257),

The effects of thase systemic practices results in
the faillre of t e facility to adequately provide
aclive treatme 1t services.

W 196 | 483.440 (@)(1) ACTIVE TREATMENT W 196

Each client mi st receive a continuoys active
treatment prog ram, which includes aggressive,
consistent im lementation of & program of
specialiced ar 1 generic training, treatment, health
services and 1 :lated services described in this
subparty that i+ directed toward:

() Théelacqui. itian of the behaviors necessary for
the client to fu iction with as much seif
determination ind independence as possible:
and |

(i) The preve 1tion or decsleration of regression
or loss ,ldf curre nt optimal functional status.

vl
This ST:JIL\NDA XL is nat met as evidenced by:
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- her bedroom \ as overheard screaming. After

Based Qn obs :niation, staff interviews, and
record feview the facility failed to ensure that
clients receive i continuous active treatrment
program in ac :ardance with recommendations
made by the Ir terdisciplinary team (IDT) for two of
the two clients inzluded in the sample. (Clients
#1 and #2)

|
The ﬁndlings il clude:

[. The f;‘:acility ailed to ensure that Client #2
received conti wous active treatment as outlined
in her Individu U Aabilitation Plan (IHP).

I .
A, On lﬁlovem xer 26, 2007 Client #2's was
observeld fromr 4:00 PM to 8:40 PM revealed the
following:

|
1. At 400 PM the client was observed sitting in
her bedroom, ilcne.

|
2. At4:55 PM the client who remained alone in

checking on it 2 client, the staff returned to the
living raom an | indicated that the client was
hungry.| The ¢ aff also stated that the client was
sitting in a chz r listening to music,

|

3. At 5:90 PM thie surveyar entered the client's
bedroom and - bserved the client was banging
her head agail st the wall. The staff was not

present;| nd th :re was no intervention.

|
4. At5:02 PM the client pulled her pants down.
The direct carr staff requested that the clignt pull
her pants up, L ree times. After multiple request
the client com| lied.

5. At5:04 PM the client remained in the
1

CARECO 11 !
| WASHINGTON, DC 20002
(X4) 1D ‘SUMMA Y STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTIO xg)
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|- DEFICIENCY)
W 196 Continu{ed Frc m page 9 W 196

|- The QMREP will review the 24-hour activ »
treatment schedule and revise it as needed. The
OMRP will roview the IPPs for the person ind
zensure that they are appropriaw, and includ :
Jrogramming for personal care and hygicnoc. The
'QMRYT will train staff on implementation o *the
active trealment schedule, the BSP, and 1PF s and
ensure that staff docyment programs accurazely
and timely per the established prolocols. The
QMRP will ensure that the staff ar appropi lately
traincd to assist the person to exercisc her ri aht 1o
privacy, and assist her to mainlain her dignily.
The QMRP will cnsure that staff etgage the

¢licnt according to her schednle, and refrain from
lcaving her unattended and alone in her roo; o,
other than at sleep time. The QMR and RI) will
ensure that the person receives appropriate 1 nacks
in appropriate places, in accordance with he -
dietary plan, See response to W 195,

//3/0/
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bedroom alor 2. The the direct care staff entered
the bedroom /ith a bag of potato chips and
water. [The di ect care staff was observed
feeding|the ¢l ant potato chips and water. The
client held on > the direct care staff's leg during
the entire fee: iny. After the potato chips were
ﬁnishecl| the c. ent grabbed both of the staffs legs
and sliglhtly [if hg him from the floor.

8. At 5408 PN, t1e client banged her head on the
waill, four time s,
|

7. At 5:%12 PN, the client pulled her pants down
and removed \er soiled adult protective
underg.‘:-:xrmen' s (APL).

i ,
8. At 5:;20 PN the client came into the living
room arind sat na chair,

9. At6:20 PN the medication nurse was
altempting to ac the client her dinner while the
client was sez ed in the living room chair. The
client consumn d two spoonfuls of food. The
nurse mixed 1 4 teaspoon of the client's crushed
medications ir io her food. The client refused the
food and med sation. Several minutes later the
nurse was obs 3rved putting the remained
medications ir 0 a jelly sandwich. The client

consumed the medication sandwich.

|
10. At é;:so Pl 1, the client remaved her tap,
exposing her « parts bra.

11. At 6:45 P}, the client pulled her pants down
below the wai: L. :

12. At 6:52 PI |, the direct care staff took the
client foithe be hroom. The client sat on the toilet
with the ldoor \ ida opened.
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13. At 7:15 P 4, the client was escorted back to
her bedroom - > complete evening personal
hygiene. '

B. Interview v it direct care staff on November
27, 2007 reve \led that Client #2 was dependent
on staff for ba ;ic personal nesds

On Novembe! 26, 2007, the client was observed
wearing an ac ilt protective under garments and
dependent on staff for toileting. Also on the

| morning of N¢ rember 27, 2007, the staff was
observed assi iting the client with her jacket. The
staff confirme: that the client needs assistance
with bathing, ¢ -essing and toileting.

Review of the :liant's habilitation record on
November 28, 20007 revealed no documented
evidence of tr: in ng programs in these domains.
Further review of the client's habilitation records
failed to revea tfat the client's personal care
skills had bee! iclentified/assessed.

C. Review of 1 Client#2's IPP revealed
objectives to & 1hance money management,
communicatio znd identify activities of daily
living skills. , £ no time during the observations
did the direct ¢ arz'staff encourage the client to
participate in z 1y of the aforementioned program
objectives as i lentified below:

1. Given veri: | assistance, [the client] will
perform:an act on. with an object upon request
with 70% accu acy per sessions for three
consecutive minlhs,

2. Given verb: | aissistance, [the client] will
identify two itel 15 needed to complete ADL task

FORM CMS-2567(02-39) Pravious Vi slcns Obsdlete Event ID: UKL 11 Facllity ID: 09G171 © I continuatian sheet Page 12 of 35
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. The chent hauld be engaged in a task as

(by touch) wil 1 0% accuracy for three
co ’\secutiver 10'1ths

3. leen verl: al prompts, [the client] will rinse her
toothbrush or 50% of the trials recorded per
month for thr e consecutive months by 10/07.

4. 'Given vert al prompts and hand over hand
assistance, [t e client] will identify coins with 756%
accurecy per iession as measure by the record
tnals per man h for six consecutive months.

|
lnterwew with th QMRP and review of the IPP
data ook rev :aled no documentation on any of
the program ¢ yjactive since June 2007. There
was no evidel ce that these program objective
hacli been imp =rented since Juné 2007.
D. ‘InterweW\ ith the direct care staff indicated
that the client referred ta stay in her bedroom.
Review of Clic at #2's Behavior Support Plan
(BSF’) dated h arch 30, 2007 indicated proactive
strategxes foil clude:

often as possi Jle-to alleviate boredom.

2. !The client ¢+ heuld be closely supervised to
preyent disrok ng.

3. The client ¢ hauld wear an additional one or
two| layers of ¢ othing to prevent or delay clothes
strypplng In t e svent that clothes stripping
oceurs, direct :are staff should cover the client
with a towel pr or to escorting her to the bedroom
ar bathroom t¢ redress.

4. Stafﬁshoull provide frequent verbal praise

throlughout the day, every day.

CAREGO 11
l . , WASHINGTON, DC 20002
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Thc:are was nc evidence that the direct care staff
implemented he BSP as written.

|
E. Review of he activity schedule for Client #2
on Novemnber 2¢, 2007 at approximately 10:00
AMI revealed 1 1e following:

| .
- 15 AM wak 2 up and person hygiene;
- |7 AM Hel; i setting the take;
- 17:30 AM 1 iedication:
- '8 AM sign breakfast;
- 18:30 AM ¢ esining the table hold dish cloth
and wipe table with staff assistance, Afterward
brush teeth (1i 152 toothbrush);
- 19AM- 4 F A Day Program:
= !5 PM comr nunication goal (follow directions);
16 PM Dinr zr:
-30 PM I ousehold chores;
PM Mar :y Management,
7:30 PM E ath/shower (OT objective);
46 BPM F zlaxation;
PM Sna k; and
:30 Bedti ne.

is
7

7
- 8

The facility fail d to implement Client #2's activity
schedule as w ittzn. ———
pdul

| o ) IL. Sce respanse to T shove, The QMRP w11
ll. The facility' ailed to ensure that Client #1 ensure that staff are fully (raineq o? compet ntly

received activi treatment in accordance with her implement and document the person’s BSP / j i
ISP} /, f’/&

A. Observatio s on November 28, 2007 from
4:0('|J PM throu: h 8:40 PM revealed the following:

1. At3:55 PM - Upon entry into the facility, Client

#1 was observ :d sleeping in her bed until 5:45

PMI '
|'
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2. |At6'05 P - the medication nurse
administered he client's medication in the
medication ro

| i
3. EAt 6:30 P\ - the client had dinner:

4. ALGI4T PN - the client threw a direct care
staff's cellular phione on the floor,

5. At 7:00 PN - the client was observed on .
writing on a pc d at the kitchen table for 20
mIr{nutesl;

B. At7:25PN. - -he client was observed sleeping
in & chalr at tt 2 dining room table for nearly one
hoqr (820 PN 1. The client' s 1:1 support staff
was observed assisting Client #3 in her activities
of daily living ¢ kills; and

7. At8:28 PN -the client's 1:1 support staff was
observed escr rting the client to her bedroom to
assjst with eve ning -personal hygiene.

| |
B. Interview v th the direct eare staff on
November 27, 20107 at approximately 1:00 PM
indicated that 7 Client #1 required 1:1 staff
support to pre' ent behavior incidents and to
ensure the im[ lementation of the following
prog:;ran‘is:

Lo
1. When aske 1, [the client] will get her things for
day|program il dependently 100% for three
consecutive m nlhs;

| '
2. Given a wri te telephone number, [the client]
will dial the nui ber correctly with verbal prompts
90‘3/? of the tim : during the trials conducted during
the month for 1 ree consecutive monthg;
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3. {Given a pe tterh of coins and bills, [the client]
will pick out tr 2 value of money to match the price
of the item sh ywn 60% of the trials per month for
thriee consect tive months;

4. |Given vert al prompts, [the client] will prepare
a simple-mea with 100% independence for three
consecutive n onths;

5. When pres srted with arts and crafts of choice,
[the client] wil. stay on task for up to 30 minutes
independently 100% of the tails within a rmonth for
three consect ive manths; and

6. tThef client wlil participate in physical fitness
exercises for | 0 minutes for 12 consecutive
months, ‘

[
Review af Clie 1t #1's IPP dated September 13,
2007, thiere wi s no evidence that the facility
implemented 1 1e aforementioned program
objective sincr atleast June 2007 Interview with
the QMRP coi firmed that the program objective

had no docurr :ntation since at least June 2007.
(

C. !The: 1:1 st ppiort staff failed to implement and
docurnent Clig 1t #1's Behavior Support Plan
(BSP) as writtr n.

|

On November 2€, 2007 at 6:47 PM, Client #1 was
observed thro\ ing a direct care staff's cellular
phone on the 1 acr, while sitting idle after her
dinner,

I
Review of the ISP dated 2/7/07 revealed a target
behavior of pre perty destruction (throwing items).
The! proactive . trategies of the BSP include:
engagement ir a task as often as possible to
alleviate' bored i, provide 1:1 support staffing;

W 196
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provide frequr nt, casual verbal praise, and pats
on the client's stioulder.

Afiter the Incid an|: occurred the 1:1 support staff
failed to docu, 1ent the episode of properfy
destruction as required by the BSP. .
W 209 | 483.440(c)(2) NDIVIDUAL PROGRAM PLAN W 209

Patticipation & y {he client, his or her parent (if the
client is;a min i), or the client's legal guardian is
required unles 5 the participation is unobtainable
or inappropria .

This STANDA RD) is not met as evidenced by:
Based on recc rd review, it could not be
determined th it client's legal guardian or family
member partic ;pated in her annual Individyal
Support Plan 1 $P) meeting for two of the two
clients in the s imple. (Clients #1 and #2)

The findings i clude:

—_——

1. During the; nirance conference on November 1 .

26,2007 at 4:: 0 PM, revealed that Client #1's eeTesponse to W 124, ' . / .
mother is very in'volved in her habilitation and i3/0f
care. Review if Client #1's ISP revealed the
meeting.was t 2ld on July 19, 2007. Further
review of the | iF's signature attendance sheet
revealed seve al members of the client's
interdisciplinar r tsam were present, however,
there was no ¢ vidence that the client's mother
was present a the meeting.

26, 2007 at 4:" 0 PM, revealed that Client #2's
mother and sis ier are involved in her habilitation
andicare. Rev ew of Client #2's ISP revealed the
me?ting'was h slcl en August 11, 2007. Further

2, lburing the ntrance conference on November 2. See response to W 124, - J /3 /ﬂ i
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identify the pri senting problems and disabilities
and whére po sible, their causes.

!
This STANDA 3D is not met as evidenced by:
Based onf obs nvation, staff interview and record
review, the facility failed to ensure that clients who
was recelvmg »sychotropic medications had a
PSYChlatrlc ast essment for two of the two clients
in the sample (Clients #1 and #2)

The fmdlngs I clude:

n ]
1. Observatxo 1 of the evening medication
admmlstratlon ori November 26, 2007, at 6:05
PM; revealed slint #1 recewed Buspar 15 mg
and SerqueI 100 mg and Depakote 500 mg by
mouth. Interw w.with the nursing staff on
November 26, 20107, at approximately 6:20 PM,
revealedl, that { 1e medication was prescribed for
behav;on man: gement. Review of the client's
current physnc ins orders, on November 27, 2007
at approalamat( ly 10:00 AM, revealed that Buspar
15 mg and Se ‘oruel 100 mg and Depakote 500
mg by mouth t vice a day was incorporated ina .
Behawoq Supr. or: Plan (BSP) dated February 2,
2007, tojdddre is behaviors associated with
property |destn ction, disrobing, physical
aggressmn ine ppropriate touching, self-injurious

behanr’s‘and nuresis.

CARECO 11 i
con. ¥ WASHINGTON, DG 20002
(X4) ID ' SUMMA Y STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTIC N % -
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R DEFICIENCY)
W 209 Co'ntinu‘e'd Frcm page 17 W 209
review of|the 3P's signature attendance sheet
revealed 'seve ‘@i members of the client's
mterdlsc;plma y leam were present, however,
there was no “wvidence that the client's famuy
member were present at the meeting.
W 212 | 483. 44d(c)(3) i} INDIVIDUAL PROGRAM PLAN w212
The com rehi niive functional assessment must See response to W 159 #2. ; /_3 /ﬁj/
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Rewew lof Clii ni #1's medical evaiuation dated
September 1t, 2007, on November 27, 2007 at
approxlmateh 10: 00 AM, revealed that the
psychatropic 1edications were prescribed to
address beha ficrs associated with a diagnosis of
Atypical Psyci ouis. Interview with the medication
nurse omNov qr ber 26, 2007, at approximately
620 PN,I, reve aled that the medlcatlon was
prescnbe,d for behavior management. Review of
the, cllent\s cu rent physicians orders, on
November 27 2007 at approximately 10:00 AM,
revealed that 3uspar 15 mg, Seroquel 100 mg
and Depakote 500 mg by mouth twice a day and
was mcorpon: ed in a Behavior Support Plan
(BSP) dated F sbruary 2, 2007, to address
behavnors ass iciated with property destruction,
dlsroblng phy iical aggression, inappropriate
touchlng, [self annDus behaviors and enuresis.

2. Obsarvatu: 10 the evening medication
admmlstratlon o November 26, 2007, at 6:05
PM, revealed :lisnt #2 received Paxil 30 mg,
Zyprexall‘lo m |, and Trazodone 50 mg by mouth.
Interview ; with he medication nurse oh November
28, .2007..at a pmmmately 6:20 PM, revealed that
the'medjcatior was prescribed for behavuor
management. Rzview of the client's current
physnmans ore s, on November 27, 2007 at
approxlmately 10 OO AM, revealed that the client
also receives . yprexa 10 mg in the evening and
was mco:rpora 3¢ in a BSP dated March 30, 2007,
to address bel aviors associated with disrobing
and magturbal an, screaming/erying, physical
aggression, priperty destruction, and
self~|njurpous Lk :haviors.

|
Revisw c|)f Clie 1t:#¥2's medical evaluation dated
July 13, 2007 n November 27, 2007 at
approxwwately 1a: 00 AM, revealed that the

W 212
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interview and- ecord review, the facility failed to

| comprehensiv : sissessment for one of the two

psychot‘ft:)pic nedications were prescribed to
address behz ricrs associated with 2 diagnosis of
Schizoaffecth = Disorder (Bipolar type). Further
review afittie - lient's medical record revealed ng
documel"n,te'd t vilence of a psychiatric .
assessment.

483.440(6)(4) INDIVIDUAL PROGRAM PLAN
il
!

The ind,iylidual prbgram Plan states the specific
objectives nec assary to meet the client's needs,

as identified £ ' t1e comprehensive assessment
required| by pz ragraph (c)(3) of this section.
L

{
o

DRI
This STANDA 3D is not met as evidenced by:
Based onlinte view with the observation, staff

ensure that a : chjectives was developed to
addressﬂ'sglf n edication training program need as
identiﬁe'g' by tt 3 interdisciplinary team (IDT) in the

clients |r|1 the = imple. (Client #1)
M

The finding inc udes: )
L

On Novéf%mber 2€i, 2007 at 6:05 PM, Client #1 was

observed bein | sdministered his medications.

The Lice;l'nl'sed ’ractical Nurse (LPN) prepared the

client's n}medicz. iens, poured a cup of water and

spoon fed the slient's medication in applesauce

andithe glurse soured the water Into the client's

mouth. .lThe ni. rse The nurse also took the

client's blood ¢ igar. Interview with the LPN
indicated that t 1e client does not participate in a
self ;med',fclatior program. Review of the sglf
medication ass assment dated August 8, 2007

indicated that { 1e client would benefit from =

_modiﬁed“ylersiz. n >f a self medication prograrm,

W 227
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Revnnanpf the Individual Program Plan (IPP)
dated Septerr )6['7 2007 revealed no program
goal or abject /e for the client to receive training
in self medma ion. A data sheet was in the
Medlcatlon AC Mnistration Record (MARs) book
which inciude: steps in which the client should

perform,dunnx the medication administration.

The IPP‘ fallec ta identified program objective in
this area |

W 249 483 440(d)('1) *ROGRAM IMPLEMENTATION W 249

I| | ) See responsc to W 196 #1.
As soon. as th mterdls::nplmary team has . 3 Jf

formulated a ¢ fent's individual program plan,
each chent mt st receive a continuous active
treatment prag ram consnstmg of needed
mterventlons ¢ ncliservices in sufficient number
and frequency to support the achievement of the
ObJECtIV?S Ider tified in the individual program
plan i

*I

|| !
ol
Th|s ST/l\NDA {L!, is not met as evidenced by:

Based onlobsr nnatlon staff interview and record :
venﬁcation thi fdcmty failed to provide |
contlnuqus act ve: treatment for one of the two : I
clients i ir the s umiple. (Client #2) :
o :
The ﬁndlpgs ir *lu|de ’ ‘

1. Evenm|g ob ewatnons conducted on November
26, 2007’| from 100 PM until approximately 8:40
PM revealed tt e Iollowmg observations for Client : |
#2 ‘ !
) 1
a. At4 d PM the client was observed sitting in : :
her Ibedrlfl.'ulam, i lone. !
' FORM CMS-2567(02-99) Prévlous Vi sitns Obsolete Event ID: UKU111 Facility ID:; 09G171 If continuatin sheet Page 21 of 35
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b. At4:55 P\, tne client was overhead _
screaming fra n her bedroom. The client was
sitting in; her ¢ 1air, alone listening to music,
according to ¢ aff,

c. At 5:db PN the client was banging her head
on the wall.

d. At5:02 PV the client pulled her pants down,
The direct car : siaff requested that the client pull
herpants up, hree times, After multiple request
the client'com slizd.

e. At5:04 PN the direct care staff retrieved a
bag of potato hips and water. The direct care
stalf was 'obsc rvied feeding the client potato chips
and water. Tt 2 client held onta the direct care
staff's legithe nvire time of feeding. After the
potato chips w 21z finished the client grabbed both
the'staff's leg: slightly lifting him from the floor.
|

f. At5:08 PM, thé client banged her head on the
wall fourtimes |

g. At5:12 PM the client pulled her pants down
and removed | el adult protective undergarments
(ARL),

‘ ap '
h. At5:20 PM the client came into the living
room andisat i 1 @ chair,

i. At6:30/PM, h client removed her top, exposing
her'sports bra -
ot

i At 6:45':PM. ‘he client pulled her pants down
below the'wais -,

k. At6:52 PM the cliant was observed sitting on
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W 249 Continuéﬁdl Frc m page 22
the toilet with he door wide opened.

. At 7:15 PM tre client was escorted back to her
bedroom.to & mplete evening personal hygiene.
' |

2. Interview v it the direct care staff indicated
that the client ikss to stay in her bedroom.
Review of the Client #2's Behavior Support Plan -
(BSP) dated 1 arch 30, 2007 indicated proactive
strategia-;s to il clude:

| .
a. The c!lient:_ hould be engaged in a task as
often as possilerto alleviate baredom,

[
b. The client : hauld be closely supervised to
prevent disrot ng.

¢. The cflien’c‘c hauld wear an additional one or
two layers of ¢ othing to prevent or delay clathes
stripping; . In t e event that clothes stripping
occurs, direct :a“e staff should cover the client
with a towel pr or to escorting her to the bedroom
or bathroom redress. :

d. $taﬁ shoul provide frequent verbal praise
throughout the day, every day.

There wdsino swidence that the direct staff
implemented Client #2's BSP as written.
W 252 483'.440(,9.)(1) ’FOGRAM DOCUMENTATION

Data relative t ascomplishment of the criteria
specified|in clii n( individual program plan
objectiveg mut f be documented in measurable

b

terms. qI
vll
.i'

This STANDAI ! is not met as evidenced by;

W 249

W 252

See response to W 196 #1,

f/g/ﬁf

]
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Based on obs :nvation, staff interview, and record . .
review, the fa. ility failed to ensure that each
client's Indivic 1al Program Plan (IPP) behavioral
objectivqs We 2 documented for one of two
clients in| the « araple. (Client #2)

. | :
The findings i clude:

Evening !obsa vations conducted on November
26..2007i from 4:45 PM untii approximately 8:40
PM reveFIed t ie following observations for Client
#2: {
|

a, At4:00 PV the client was observed sitting in
her bedroom, ilcne.

, |

|
b. At 4:86 PM the client who remained alone in
her bedroom v ‘as overheard screaming. After
checking! on it 2 chent, the staff returned to the
living room an | indicated that the elient was
hungry. The ¢ aif also stated that the client was
sitting in ‘a chz rlistening to musie.

c. At 5:0'0 PM the surveyor entered the client's : :
bedroomland 1 bserved the client was banging '
herhead!agail st the wall. The staff was not
present and th «re was no intervention,

d. At5:02 PM tre client pulled her pants down,
The direct carc staff requested that the client pull '
her pants up, 1 e times. After multiple request .
the client\com) lied. ’

e. At 5:O!4 PM the client remained in the

bedroom|alone ., The the direct care staff entered '
the bedroom v th'a bag of potato chips and '
water. Thie dir ict'care staff was observed =
feeding the. clic nt potato chips and water. The . i
client held ontc the direct care staff's leg during '
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the entire fee: ing. After the potato chips were -'
finished the ¢ ent grabbed both of the staff's legs |
and slightly lif ng him from the floor. '

f. At5:08 PM thi client banged her head on the
wall, four time s.

g. At 5:12 PN . the client pulled her pants down
and remaoved 1er soiled adult protective
undergarmen 5 (APU).

h. At5:20 PV the client came into the living
room and sat 1 2 charr.

I. At620 PM, the medication nurse was :
attempting to - 2d the client her dinner while the }
cliept was se= ed in the living room chair. The

client consum :d two spoonfuls of food. The
nurse mlxed 1 4 teaspoon of the client's crushed ;
medications ir .0 her food. The client refused the ‘ :
food and 'med :alion. Several minutes later the
nurse was obs zrved putting the remained
medications ir o a jelly sandwich. The client :
consumed the medication sandwich. :

- At6:30 PM, th= client removed her top, ‘
exposing her ¢ 2cits bra. i

K. At6:45 PM tte client pulled her pants down
below the waic . |

l. At6:62'PM, he direct care staff took the client i !
'| to the bathroor. The client sat on the toilet with : :
the door wide ' pened,

m. At7: 15 PN the client was escorted back to |
her bedroom tc complete evening personal !
hygiene.
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Review of Clii n1 #2's Behavior Support Plan '
(BSP) dated I larch 20, 2007, on November 27, : :
2007 at appre <itnately 10:00 AM revealed that ; '
staff were to r :cord maladaptive behaviors on the '
Antecedent B thavior Consequence (ABC) charts.
On Novembe 27, 2007 at 3:00 PM, review of the
data chart rev :aled that the client #1 had no
maladaptive t shaviors, Review of the behavior :
data failed to eflect the behavior observed on Il
November 26 2007. There was no evidence that
the data had | e¢n collected in aceordance with _ i
the BSP for t+ 2 client, which was necessary fora i
functional ass :ssment of the client's progress.
W 257 | 483.440()(1)( i) PROGRAM MONITORING & W 257
CHANGE :

|
The individual program plan must be reviewed at Sec responsc o W 195 and W 196. . / % f
least by the qi al fied mental retardation” . I 1130
professional  1d revised as necessary, including,
but not limited to situations in which the client is !
failing to progr 255 toward identified objectives
after reagonat le efforts have been made.

This STANDA L), is not met as evidenced by:
Based on intel view and record review, the
Qualified'Men 31 Retardation Professional
(QMRP) failed to ensure each clients Individual
Program Plan IF'P) was revised after the client
failed to make prigress with the identified ’
objectives, for ine of the two clients included in '
the sample, (C:liant #1)

The findings ir :lude:

The QMRP fai ¢ to revise Client #1's programs
as performanc : rneasures reflected a lack of
progress. The clent's documentation and (PP
‘Were reviewed on November 28, 2007 at 12:30 !
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1. According o Client #1's IPP that was reviewed
on November 2§, 2007, 12:30 PM reflected the
following obje tives:

a. The client ad an objective which stated
"Given awrittc n felephone number, [the client] will
dial the numb: r correctly with verbal prompts
90% of the tir 3 -during the trials conducted during
the'month for hree consecutive months". Review
of the progran data documentation revealed no
documerntatior since March 2007, The IPP
reflected that - e ‘client continued this objective in
the 2007 Indiv dual Support Plan (ISP). The
objectiveiwas ewritten from the previous ISP,
The objective vas reimplemented without
revisions:

b. The client I acl.an objective which stated
"Given a patte n of coins and bills, [the client] will
pick out the ve. ue: of money to math the price of
the items shov n 30% of trials per month for three
consecutive mr nths". Review of the program
data documen ation revealed no documentation
since June 22, 2007. The IPP reflected that the
client continue 1 this objective in the 2007 1SP:
The objective ' ras rewritten from the previous
ISP. The'obje tive was reimplemented without
revisions..

'
'

. The client I ad an objective which stated
"Given verbal [ rcmpts, [the client] will prepare a
simple meal w h 100% independence for three
consecutive months”. Review of the program
data documen: ation revealed no documentation
since June 20( 7. ‘The IPP reflected that the client
continued this b ective in the 2007 ISP. The

objective was | mritten from the previous ISP.
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The objective was reimplemented without j
revisions. | ;
; | i
d. The client 1ad an objective which stated : !

“When preser ted with arts and crafts of choice,
[the client] wil stay on task for up to 30 minutes
independently 100% of the trials within a month
for three cons :cutive months”, Review of the
program data iccumentation revealed no :
documentatio' since June 2007. The IPP ! !
reflected that 2 client continued this objective in
the 2007 ISP. The objective was rewritten from
the previous I: iP, The objective was
reimplemente | yithout revisions.

e. The client| ad an objective which stated "[The
client] will parf cipate in physical fitness exercises
for 30 minutes fcr 12 consecutive months". : ;
Review of the jragram data documentation ' j
revealed no d. cumentation since June 2007 i
The IPP reflec ed that the client continued this ‘ i
objectivein th. 2007 ISP. The objective was
rewritten from he previous ISP. The objective
was reimplem :nfted without revisions.

Interview with he. QMRP confirmed that there :
was evidence f dJocumentation for the !
aforementione § programs. '

W 262 483.440(H)(3)(i FROGRAM MONITORING & W 262 ) !
. | CHANGE . — I
The Human Rights Committes is schedy leJ;.i L
The committe« snould review, approve, and mest on Janvacy Jff Z and will roview th: jise of
moniter individ 1al programs designed to manage gﬁ‘fgw measures for both people in 1 e
inappropriate t shavior and other pragrams that, L //)éy
in the opinion « f the committee, involve risks ta

client protectic 1 end rights.

This STANDA| 'C 1Is not met as evidenced by:

_
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Based on obs :rvation, staff interview and record
review, the fa iliy's Human Rights Committee
(HRC) failed { » review and approve the use of
restrictive me islires, for two of the two clients in
the sample. ( lients #1 and #2)

The finding in Judes;

On Novembel 28, 2007 at approximately 1:00
PM, review of ‘he HRC minutes and interview with |
the Qualified I lental Retardation Professional !
(QMRP) revez led the there was no evidence that ,
the HRC 'had . pproved the use of restrictive .
techniques (i.c. behavior support plan and :
psychotropic 1 1edications) to manage behaviors o
for Clients #1 \nd #2. [See W124] i
W 263 | 483.440(f)(3)( ) PROGRAM MONITORING & W 263 ’ . ’
CHANGE ' :

' ) Eee response to W 124, ’ / -
The committel should insure that these programs ; ! 5/ 57/

are conducted orily with the written informed
consent of the client, parents. (if the client is a :
minor) or lega guardian. i

This STANDA 1LY is not met as evidenced by:
Based on, obse rvation, staff interview and record
review, the fac lity failed to ensure that each
client's behavi r interventian technique, including
the use of beh. wior modification drugs was
conducted with trie written informed consent of
the client, pare 1t (if the client is a minor) or legal
guardian for tv » of the two clients in the sample.
(Clients #1 anc #2)

The finding inc ucles:
The facility fail: d to obtain informed consent prior
to the use'of re strictive measures as described in

FORM CMS-2567(02-99) Pravious V¢ sicns Obsolele Event ID; UKU111 Facility ID: 09G171 If cantinuation J&‘.heal: Page 29 of 35




01/03/2008 18:00 FA% 301 565 4541

I

DEPARTMENT OF HE AI.ETH AND HUMAN SERVICES
CENTERS FOR MEDI ;ARE & MEDICAID SERVICES

CARECO do4s

FRINTED: 12/12/2007
FORM APPROVED
¢IMB NO. 0938-0391

STATEMENT OF DEFIGIENGIE! {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (> 3)|DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A. BUILDING
B. WING C
09G171 ) 11/29/2007

NAME QF PROVIDER OR SUP LIiR . STREET ADDRESS, CITY, STATE, ZIF CODE
(' ) 1701 24TH STREET, NE

0 11
CAREC : WASHINGTON, DC 20002
(X4) 1D SUMMA Y STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN (X5)
PREFIX (EACH DEFI :[ENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUL) BE COMPLETION
TAG REGULATOR ’ CIR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROF RIATE DATE
: ‘ DEFICIENGY)
W 263 | Continued Fr« m page 29 W 263
Clients #1 ant #2's Behavior Support Plan and
sedation. [Se :\V124] :
W 331 | 483.460(c) NI RSING SERVICES W 331

The facility mi st provide clients with nursing
services in ac -ordance with their needs.

This STANDA L) is not met as evidenced by:
Based on abs nation, interview and record
review, the facility failed to provide nursing |
services in ac ordance with the needs of two of . !
ihe two clients included in the sample. (Clients !
#1, and #2) :

The findings ir clude:

1. The facility : riurse failed to schedule medical
consultation a pointments for Client #1, timely.

a. Review of ( fient #2's medical record on |
November 28, 2007 at approximately 12:30 PM
revealed that1 1e client had a gynecology
consultation o1 April 26, 2007. The
recommendati »n from the consultation indicated
a normal vagir 21 examination and to follow-up in
two years if th. pap smear is normal. However
there were no esiults of the pap smear in the
record.

b. Review of Client #2's medical record on
November 28, 2007 at approximately 12:30 PM
revealed thatt e client had a mammogram on
January 12, 20 37. The examination was
unsuccessful. nierview with the Registered
Nurse on Nove nher 29, 2007 at 2:20 PM,
indicated the s.1e would speak with the Primary
Care Physiciar zweek later to request a breast
sonogram. At he time of the survey, there was

—— e |
1. See response 1o W 195, The new RN~ |
Supervisor will hold scheduled grand rou: idt az
least monthly with the Primary Care Phys cizn
and the QMRP 10 ensute people’s medica needs
are addressed completely and timcly.

//é/ﬂi
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no mammogr vl or an appeointment scheduled. ! S
. : ] . 2. See respousc 1o #1 ahove. The RD will |
2. The facility fziled to ensure comprehensive scheduls anothcr demtal appointment and ¢ ngare
treatment ser, ices for the maintenance of dental : that staff take the required records, Dentall )
health. [See | Vi56] : recommendations will bc compleled onee | vritten J /3/ 65/
: _informed consent is acquired. T
3. The facilit failed to ensure that only 3. Tho Director of Disability Scrvices will
authorized ps scins have access to the drug | provide training to tho QMRP, RD and stai [ on
storage area. [See W383] authorized aceess to the drug storage area.: The
oo lock combination 1o (he drug storage area v-ill be / JY
W 336 | 483.460(c)(3) iii)} NURSING SERVICES W 336 changed. :
Nursing servic 25 must include, for those clients |
certified as nc : needing a medical care plan, a
review of their he#alth status which must be on a

quarterly.or m e frequent basis depending on
client need.

This STANDA D) is not met as evidenced by: ,
Based on inte view and record review, the facility '
failed to ensui » that a health status was reviewed
by the nursing staff on a quarterly or more
frequent basie for one of the twa clients in the
sample. (Clie 1t#1 )

The ﬁnding inc ludes:
Review of Clie 1t #1's medical record on — — - |
November 27, 2007 at approximately 12:00 PM The new RN Supervisor will complete the ! ) /5)45 57
revealed that ¢ n annual nursing assessment was quartcrly aseessment. !
completed on' \ugust 8, 2007. Further review of |
the medical re :ord revealed that the first quarter |
assessment h. d not been completed. Interview
with the Regis arad Nurse confirmed that the ’

i ;

a Y /5/93/

quarterly asse sment had not been completed.

W 356 | 483.460(g)(2) | *OUMPREHENSIVE DENTAL w386, - —
TREATMENT: - Sce respanse to W 331 #1 and #2.

The facility mu it 2nsure comprehensive dental

FORM CMS-2567(02-88) Previous Vi sions Obsokste Event ID; UKU111 Facliity ID: 08G171 If continuati njsheet Page 31 of 35
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treatment ser ficgs that include dental care
needed for re ie"of pain and infections,
restoration of :esth, and maintenance of dental
health.

This STAND/ RD; is not met as evidenced by:
Based on inte vigw and record review, the facility
failed to ensu & zomprehensive treatment
services for f 2 maintenance of dental health for
one of the tw¢ clients in the sample. (Client #2)

The finding in Judes:

On November 23/ 2007, Client #2 was observed
with many mit sing teeth. Review of the dental
consuitation d ited December 6, 2006 revealed
that the client 1eeds to have additional seven
teeth removec . The client had a dental
appointment ¢ sheduled on March 20, 2007 with a
dental surgeo . The direct care staff did not take
the medical be ok, therefore, the dental surgeon
could not asse s¢:the client laboratory values. At
the time of the survey, there was no appointment
scheduled. Ti ere was no evidence that the client
received the r commended dental care since
December 6, 006.

483.460()(2) | RUG STORAGE AND
RECORDKEE 2ING

Only authorizé i jersons may have access to the
keys to the dri. g storage area.

LN
I LN

This STANDA R[):is not met as evidenced by:
Based on'ebs: rvation and staff interview, the
facility failed tc esure that only authorized
persons have iccéss fo the drug storage area.

W 356

W 383

———

See responsc to W 331 #3.

| /J/o’f
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The finding in :lui:!es:

On Novembe 25, 2007 at approximately 4:15
PM, a reques ofthe Medication Administration
Record (MAR 3) Was made to the direct care staff.
He indicated i 1at the MARs were locked in the
nurse's statio . At 4:30 PM, the direct care staff
was observec tc 'nlock the nurse's station door
and retrieve | @ MARs. [nterview with the
Qualified Mer al Ratardation Professional
(QMRP).on N wiember 29, 2007 revealed that the
direct care stz ff ec:exved the combination
numbers frorm thle QMRP. Review of the
personnel ree icls on November 28, 2007 at
approximately 2:00 PM revealed no evidence that
the direct care staff or the QMRP were trained
medication er ployee.

483.470@1)(1) | 'VACUATION DRILLS

The facility mt st hold evacuation drills at least
quarterly for e wcl1 shift of personnel.

This STANDA 0 |ls not met as evidenced by:
Based on staf interview and record review, the

facility failed t« hald evacuation drills quarterly on
all shifts, :

The finding inc ludes:
Interview:with her Qualified Mental Retardation
Professional (¢ IWRP) and review of the staffing
pattern on Nor eraber 29, 2007 at approximately
12:30 PM reve 1l¢ 'd the scheduled shifts are as
follows:

Weekd ays

1st Shift 7 AM o 3 PM
2nd ShlftS PN. tr:l‘ll‘l PM

W 383

W 440

The new RD and the QMRP will ensurc
drills are compleled and documented in

(i it fire

aceordance with the schedule and regulaiio ns. %} /(ﬁ 5/
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FORM APPROVED
OMB NO. 0938-0391

STATEMENT QF DEFICIENCIE .
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

09G171

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

3

B, WING

DATE SURVEY
COMPLETED

C
11/29/2007

NAME OF PROVIDER OR'SUF LIER.

CARECO 11

STREET ADDRESS, CITY, STATE, zZIF GODE
1701 24TH STREET, NE

WASHINGTON, DG 20002

(X4) 1D
PREFIX
TAG

SUMMz Y STATEMENT OF DEFICIENCIES
(EACH DEF ZIENCY MUST BE PRECEDED BY FULL
REGULATOI Y OR LSC IDENTIFYING INFORMATION)

1D PROVIDER'S FLAN OF CORRECTI(N

PREFIX
TAG
DEFICIENCY)

(EACH CORRECTIVE ACTION SHOUL 2 BE
CROSS-REFERENCED TQ THE APPROI'RIATE

(X8)
COMPLETION
DATE

W 440

W 455

W 483

Continued Fr i page 33
3rd Shift 11.F Vi to 7 AM

Weekends

15t 7 AM to 7 P
2nd 7 PMto™ AM

Further interv evy with the QMRP revealed that the
staff was req! ired to conduct a drill once per
month on gac 7 shift. Review of the fire drill log
baok reveale. that the facility failed to hold fire
evacuation dr lls since their move into the facility
(April 2007). There was no evidence that fire
drills were co ducted quarterly on all shifts.
483.470(1)(1) NFECTION CONTROL

There must b : zn active program for the .
prevention, c« ntrol, and investigation of infection
and communi :able diseases.

This STANDZRI) is not met as evidenced by:
The faclility's « ia'f failed to implement infection
control techni juiss.

The finding in udes:

On Novembel 2G, 2007 at 5:12 PM, Client #2 was
observed pulli 1g:her pants down and tearing off
her soiled adt t jyrotective undergarments
(APU's), while in her bedroom. The client put the
APU on the flr or. The direct care staff was
observed pick n¢ up the soiledAPU's, with no
gloves on.'

483.480(d)(2) DINING AREAS AND SERVICE

The facility m1 st provide teble setvice for all
clients who cg 1 and will eat at a table, including
clients in wher Ichairs.

W 440|

W 4535

The RN Supcrvisor will provide training unr
intection control.

W 483

/s
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FRINTED: 12/12/2007
FORM APPROVED
C'MB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

03G171

{(X2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(> 3)[PATE SURVEY
COMPLETED

Cc
11/29/2007

NAME OF PROVIDER QR SUP LIGR

CARECO 11

|

STREET ADDRESS, CITY, STATE, ZIP CODE
1701 24TH STREET, NE
WASHINGTON, DC 20002

(%) ID
PREFIX
TAG

SUMMA Y STATEMENT OF DEFICIENCIES
(EACH DEFI JIENCY MUST BE PRECEDED BY FULL
REGULATOF 7 CIR LSC IDENTIFYING INFORMATION)

ID : PROVIDER'S PLAN OF CORRECTICN

(xs)
PREFIX (EACH CORRECTIVE ACTION SHOULD) BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROF RIATE DATE

DEFICIENCY)

W 483

Continued Frt m page 34

This STAND/ RID is not met as evidenced by:
Based on obs rvation and staff interview, the
facility failed t » provide enough table room for five
of five clients esiiding in the facility.

The finding in Judes:

At 5:04 PM, t e client remained in the bedroom
alone. The th : clirect care staff entered the
bedroom with a hag of potato chips and water,
The direct'car : staff was observed feeding the
client potato ¢ ipis and water. The client held
onto the direc care staff's leg during the entire
feeding, Aftel the potato chips were finished the
client grabbec both of the staff's legs and slightly
lifting him fror the fioor.

At 6:20 PM, t = redication nurse was attempting
to fed the cliel t her dinner while the client was
seated in the | ving room chair. The client
consumeditwt saoonfuls of foad. The nurse
mixed 1/4 tea: poon of the client's crushed
medications ir .0 her food. The client refused the
food and med zation. Several minutes later, the
medication nu se was observed putting the
remained mec cations into a jelly sandwich. The
client consum d the medication sandwich,

W 483

5pace to do so,

The QMRP will ensure that peoplé who ¢52 Ln
will eat the tablc have udequate comfortab ¢

ph
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| : FRINTED: 12/12/2007
: b “ORM APPROVED
. :
STATEMENT OF DEFICIENCIE | (x1) PROVIDER/SUPPLIER/CLIA (<2) MULTIFLE CONSTRUCTION R
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: P ’
i ] A BUILDING c
i . . WING
! 09G171 B.W 11/29/2007

NAME OF PROVIDER OR SUP LIER |
It

CARECO 11

STREET ADDRESS, CITY, STATE, ZIP CODE

1701 24TH STREET, NE
: WASHINGTON, DG 20002

(X4) ID
PREFIX
TAG

SUMMA Y STATEMENT OF DEFICIENCIES
(EACH DEF CIE NCY MUST BE PRECEDED BY FULL
REGULATOF ¥ QR LSC IDENTIFYING INFORMATION)

)
PREFIX
TAG

CROSS-REFERENGED TO THE APPROFR

PROVIDER'S PLAN OF CORRECTICN
(EACH CORRECTIVE ACTION SHOUL ) BE
ATE

(X5)
COMPLETE
DATE

DEFICIENCY)

R 000

R 125

[N 1
INITIAL C'ON. VlENliTS
A Incensure s N eylwas conducted from
November 2€ 2007 through November 29, 2007.
The survey WIS lnltxated using the full survey
process. Al ntlom sarmple of two residents were

selected frorr a population of four females with

various degre es of disabilities.

The fi ndlngs if thelsurvey were based on
observatlons at the home, interviews with clients
and staff, Iant the revnew of records, including
incident repo ts. The outcome of the survey
revealed thal the facmty failed to be in compliance
with the Conr ition of Participation in Active

Treatment. !
! |

4701.5 BACI GROUND CHECK REQUIREMENT

The criminal' »ackground check shall disclose the
criminal histé 'y of the prospectlve employee or
contract worl er for the previous seven (7) years,
in all ]UﬂSdld oris vlwthm which the prospective
employes'or .ontract worker has worked or
resided ' withi . the seven (7) years prior to the
check ! L
This Statute is not met as evidenced by: -
Based on'the review of records, the GHMRP
failed to ensi. re, cnmlnal background checks
disclosed tthe criminal history of any prospectwe
employee or *ou‘ntract worker for the previous
seven (7) ye s, |n all jursdictions within which
the prospect. /e emnplayee or contract worker has
worked:or re iidedwithin the seven (7) years prior
to the check I

I|
The fi ndmg i |cl|ud‘|35
Review o[f thi personnel files on Novemnber 29,
2007 revealed he"GHMRP failed to provide

R 000

R 125

The Du*ector of Human Resources will et sute
that gli direct care staff have criminal bagi (ground
checks completed and in their files.

-

| ’/-/‘3/55

Health Regulation Admm:stra on
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STATE FORM
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’ " : PRINTED: 12/12/2007
;’ FORM APPROVED
L : '
. : ’ .
STATEMENT OF DEFICIENCIES i} (x1) PROVIDERISUPPLIERICLIA (X2) MULTIFLE CONSTRUCTION < DATE SURVEY
AND PLAN OF CORRECTION i IDENTIFICATION NUMBER:
| A. BUILDING c
‘ . WING
| oss171 > 11/29/2007
NAME OF PROVIDER OR SUF ILER! STREET ADDRESE, CITY, STATE, ZIP CODE
‘ ' Lo 1701 24TH STREET, NE
CARECO 11 N WASHINGTON, DC 20002
; SUMM RY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTI ON (X5)
lngdgFIB( (EACH DEF CIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOUI E BE CDE\]IIAP.IFIIEETE
TAG REGULATC Y OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRGC *RIATE
: i . DEFICIENCY)
| )
\ ) 1
R 125 | Continued F orn page 1 R125
evidence of fiminal background checks for four
direct care s aff (Staff #4, #9, #13 and #14).
|
|
|
N
I
k
I
|
I :
i
1
I
|
A
|: ”
|
1 |‘
U
||
' ' I
' |I
[
i
I
|
|
|
|
I
I I:
| i
! I
I,
' i
i
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